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a b s t r a c t
INTRODUCTION: Septic arthritis of the glenohumeral joint is a rare entity and its diagnosis is difﬁcult with
a superadded infection in the presence of underlying tuberculosis. We report the ﬁrst case of group B
beta haemolytic streptococcal glenohumeral arthritis with underlying tuberculosis.
CASE PRESENTATION: A 40 year old lady previously diagnosed to have poliomyelitis, rheumatoid arthritis,
hepatitis C, and diabetes mellitus for the last 10 years, presented to the emergency room with diabetic
ketoacidosis. Two weeks prior to presentation she developed fever along with pain and swelling in left
shoulder with uncontrolled blood sugars. Local examination of the shoulder revealed global swelling
with signiﬁcant restricted range of motion. MRI showed a large multiloculated collection around the
left shoulder joint extending into the axilla, and proximal arm. Urgent arthrotomy performed and about
120 ml thick pus was drained. The patient was started on clindamicin and antituberculous chemotherapy
and her symptoms dramatically improved.
DISCUSSION: Bone and joint involvement accounts for approximately 2% of all reported cases of tuberculosis (TB), and it accounts for approximately 10% of the extra pulmonary cases of TB. Tuberculosis of
the shoulder joint constitutes 1–10.5% of skeletal tuberculosis. Classical symptoms of fever, night sweats,
and weight loss may be absent, and a concurrent pulmonary focus may not be evident in most cases.
CONCLUSION: Despite acute presentation of septic arthritis, in areas endemic for tuberculosis and particularly in an immunocompromised patient, workup for tuberculosis should be part of the routine evaluation.
© 2012 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reserved.

1. Introduction
Tuberculosis of the shoulder joint constitutes 1–10.5% of skeletal tuberculosis.6 Septic arthritis of the glenohumeral articulation
is a rare entity and its diagnosis is difﬁcult particularly with concomitant tuberculosis. The probability of septic arthritis increases
in the presence of immunosuppressant conditions like rheumatoid arthritis,4 hepatitis C and diabetes mellitus. We report the ﬁrst
case of group B beta haemolytic streptococcal septic glenohumeral
arthritis with underlying tuberculosis and a contiguous proximal
arm abscess in a middle aged lady.
2. Case report
A 40 year old lady with a body mass index (BMI) of 26, known
case of poliomyelitis (since childhood), rheumatoid arthritis (since
8 years), hepatitis C (diagnosed 2 years ago), diabetes mellitus
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(10 years), and asthma presented to the emergency room with
diabetic ketoacidosis. She denied any past history of tuberculosis. There was a positive history of tuberculosis contact with her
mother-in-law diagnosed to have pulmonary Koch’s that was fully
treated 10 years ago. Constitutional symptoms were reported in
the form of malaise, low grade fever for the last 2 weeks, and loss
of weight and appetite. Her poliomyelitis was nonprogressive and
she was ambulating with the help of bilateral lower limb orthoses.
Both rheumatoid arthritis and hepatitis C were quiescent at the
time of presentation. Her blood sugars were poorly controlled and
she was on regular inhalers for her asthma. Two weeks prior to
presentation she started complaining of pain in her left shoulder in
addition to fever for which took non steroidal anti-inﬂammatory
drugs and antibiotics with minimal relief. A week prior to admission the patient was found drowsy and her blood sugar checked at
home was noted to be 600 mg/dl. She was taken to a local hospital at Hyderabad. After initial resuscitation and stabilization family
shifted her to a tertiary care hospital at Karachi. She was admitted
under care of medicine in step down unit for management of Diabetic Ketoacidosis. Orthopaedic consult was generated for her left
shoulder pain and swelling. Local examination of the left shoulder revealed global swelling with signiﬁcant restricted range of
motion. Radiographs of the left shoulder showed Martini’s stage
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sinuses and she was pain free. She had achieved shoulder forward
ﬂexion of 100◦ , abduction 110◦ and external rotation of 10◦ .

3. Discussion

Fig. 1. showing X-ray of left shoulder.

one disease,6 with localized osteoporosis but no bony lesion (Fig. 1).
Laboratory examination revealed a white blood count (WBC) of
14.5 × 109 /l, erythrocyte sedimentation rate (ESR) 80 mm/h and
C-reactive protein (CRP) of 16.1 mg/dl. She did not have any tuberculous pulmonary lesion. With a clinical suspicion of septic arthritis
an urgent ultrasound guided aspiration of the left shoulder was
requested. A large ﬂuid collection extending inferiorly upto the
proximal third of the arm was noted, which on aspiration was noted
to be pus.
An urgent MRI scan was done to deﬁne the collection and to
see any bone involvment. A large multiloculated collection was
noted around the left shoulder joint extending into the axilla, and
proximal arm (Fig. 2). Urgent left shoulder arthrotomy and left arm
incision and drainage was performed using an anterior approach.
About 120 ml pus was drained. Deep cultures were sent that grew
beta haemolyticus streptococcus group B (BHS Gp.B) and on ZiehlNeelsen stain acid fast bacilli (AFB) were also seen. Blood cultures
taken at the time of admission also reported BHS Gp.B. Postoperatively a peripherally inserted central venous catheter (PICC) line
was inserted and she was started on antituberculosis chemotherapy (4 drug regimen for ﬁrst 2 months followed by 2 drugs for 11
months) and intravenous clindaymycin. Her response was remarkable in that her blood sugars normalized and with remarkable
improvement in left shoulder motion. At the time of the last examination 13 months postop, her wounds had healed without any

Bone and joint involvement accounts for approximately 2% of
all reported cases of tuberculosis (TB), and it accounts for approximately 10% of the extra pulmonary cases of TB.1 The articular
form of TB usually presents as monoarthritis with a predilection for
weight-bearing joints, including intervertebral joints, hips, knees,
ankles, and feet, in descending order of frequency.2,3
The presence of concomitant diseases like diabetes and rheumatoid arthritis increases its chance of occurring. Tuberculosis may
reach the bone through the bloodstream, through extension from
contiguous infection, or spread via draining lymphatics. TB arthritis exhibits a slowly progressive course. Clinical symptoms may not
appear until approximately 18 months after the onset of infection.1
Classical symptoms of fever, night sweats, and weight loss may be
absent, and a concurrent pulmonary focus may not be evident in
most cases.
To our knowledge this is the ﬁrst report of shoulder tuberculosis with concomitant beta haemolytic streptococcus group B.
The patient’s acute beta haemolytic streptococcus group B on her
underlying chronic glenohumeral tuberculosis led to decompensation in her symptoms that prompted her to seek treatment. The
aim of treatment and followup was biological control of the disease,
as well as a painless, mobile shoulder. The clinical signs of healing
were decrease in pain and swelling and improvement in postoperative shoulder motion. She did not have any toxicity or resistance
to antituberculous drugs.
There have been previous reports of tuberculous osteomyelitis
masked by concomitant staphylococcal infection of the shoulder.5,6
Usually superinfection is a complication of a draining sinus.4 However our patient did not have any draining sinus. Because of her
depressed immunosuppressed status the beta haemolytic streptococcus group B in her blood seeded in her left shoulder that
already had underlying tuberculosis and tipped her into diabetic
ketoacidosis. Her case illustrates the chronic and insidious nature
of tuberculosis. Therefore despite acute presentation of septic
arthritis, in areas endemic for tuberculosis and particularly in an
immunocompromised patient, one should request for acid-fast
bacilli workup.
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